In the early psychiatric literature, the family of the patient was often looked upon as a source of his mental illness -as a reservoir of abnormal genes which produced the illness or as a group of individuals who paved the way for the illness through improper toilet training, faulty communication patterns or by being refrigerator-like emotionally. In spite of the fact that these theories were based on inadequate and at times even non-existent data, the mental health professionals publicized them widely and the layman implicitly believed them. This only added a sense of guilt to the parents and other family members of the mentally ill who were already feeling depressed and hopeless as result of the patient's illness.
With further advances in the treatment of mental disorders, we recognized the usefulness of the family in the care of the mentally ill-in administering the medication, on recognizing the signs of relapse, and bringing the patient for farther treatment and in his or her rehabilitation. However we still looked upon them only as providers of care rather, than as person who also arc deeply troubled by their relatives illness and also by the care giving process itself. It is only very recently that the impact of having an ill relative in the family has gained the attention of clinicians and research workers.
The type and amount of burden experienced by the care takers and the mediators of burden have been the subjects of study in the recent years. The care takers of chronic schizophrenics have been found to suffer twice as much psychological illnesses as those in general population (Oldridge & Hughes, 1992) . Negative symptoms are found to be more correlated with family burden than positive symptoms (Raj et al, 1991) . The burden is experienced not only by families who have the patients living with them, but also by families where the patients are living away. Though the nature of problems are different need for external support is felt by both groups (Carpentier et al, 1992) . Lower social class, longer periods of illness before hospitalization, and male gender are found to be associated with increased burden on the family (Morsetal, 1992).
While studies on family burden are largely centered around schizophrenia, recent work has shown that these issues are equally important in the case of other psychiatric disorders like affective disorders and alcohol dependence. Thus Chakraborti et al in this issue of the journal report that though the extent of burden among families of schizophrenic patients is more than among families of patients suffering from affective disorders there is considerable burden even among the latter and the pattern is almost identical in both the groups. This awareness is of extreme importance in management of patients with affective disorders.
Family intervention techniques are found to be useful in reducing the burden experienced by relatives. Provision of information is an essential component of all family intervention programs. Though some recent studies (eg: Harford & Hayes, 1991) have questioned the long term effectiveness of brief information providing sessions, even such limited interventions may help to reduce the sense of guilt the relatives carry as a result of their exposure to popular theories regarding the cause schizophrenia and other mental illnesses.
One of the problems which often troubles the parents of chronic psychotic patients is the question as to who will look after the patient after their life time and uncertainty regarding the future attitude of the siblings towards the patents care. Education of siblings is found to be useful in developing a more positive attitude in them towards the patient and making the transfer of care from the parents to siblings smoother (Horwitz et al, 1992) . It has also been found that mental health professionals often will have to take this initiative in getting the siblings involved in such a collaborative program.
Financial burden caused by mental illness is a source of much anxiety and tension within the family. The money to be spent on one mentally ill person in the family is estimated to be about three times more than what is needed for the normal adults. If the time spent by the care takers in the fam ily is also costed then the financial burden becomes even more significant (Clark, 1994) . The implications of such financial burden on families in a developing country like ours is perhaps even more significant than ttiose in developed countries It is heartening to note that instead of finding solace in the oft repeated statement that the Indian family structure is so healthy and will integrated that issues take family burden are not matters of importance for us, at least a few centers (eg: Roychaudhuri et al, 1995) in our country are objectively evaluating these problems. The contributions of the Chandigarh group are noteworthy in this context. Instead of leaving them as research topics, it is upto each practicing clinician to make use of these observations for better care of his or her patients and their families.
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